Fatal atlanto-axial dislocation occurred in two patients with rheumatoid arthritis and in both there were severe degenerative changes in the spinal ligaments and skeletal muscle in this area. Attention is called to the frequency of spontaneous cervical dislocations in rheumatoid patients and the advisability of obtaining routine radiographic examination of the cervical spine in patients with advanced disease.
symptoms were referable to the spine but moderate tenderness was elicited, over the spinous process of C7. Roentgenograms of the hands and wrists were characteristic of rheumatoid arthritis. The patient was treated with aspirin for several years during which time the disease showed moderate progression. In 1941 and 1942 some of the subcutaneous nodules were removed and the rheumatoid nature confirmed. She was under the care of a private physician between 1943 and 1953 and, to our knowledge, she had not received steroid therapy.
The patient's final admission to The University of Michigan Medical Center was on
March 23, 1953, because of nausea, vomiting, and photophobia. She had had a non-productive cough, progressive weakness, anorexia, and weight loss for several weeks. Her husband related that 10 days prior to admission the patient became "extremely anxious" but was unable to explain the basis for her fear. On several occasions during this period she expressed paranoid ideas and was disoriented. There were no localizing neurologic signs. Physical examination showed an emaciated, chronically ill, white female with severe deformities of peripheral joints and subcutaneous nodules. She was afebrile, and respirations, 
Case 2 (J-S. #a33171
A 67 year old white male had had severe, widespread rheumatoid arthritis for 14 years and was admitted to the University Hospital on June 7, 1960, with persistent lethargy and disorientation which had developed suddenly 3 days prior to admission. He had had a painful swelling over the left ankle for 5 days, with fever and malaise, and several small "abscesses" on the sole of the right foot had recently been incised and drained. He had had a "stroke" 5 months earlier without neurologic sequelae. The arthritis had progressed in the last 2 years so that the patient was unable to stand without support and he had developed multiple decubiti. He had not received steroid therapy.
Physical examination revealed a chronically ill male. Body temperature was 103 F., pulse rate 104/min., and blood pressure 100/60 mm. Hg. He had bilateral cataracts (unspecified type) and the neck was supple. There was dullness to percussion at the base of the right lung with diminished breath sounds and rales. He had severe arthritis of the hands and wrists with advanced deformities and subluxations. The ankles, knees, hips, elbows, and shoulders also were involved. The left ankle was particularly swollen, hot, and tender, due to lyniphangitis. A draining ulcer was seen over the acromion process'of the right scapula, and subcutaneous rheumatoid nodules were noted in the forearms. Peripheral pulses were normal and, other than aphasia, the neurologic examination was negative. The hemoglobin level was 11. 
